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Abstract

The national family planning and maternal child health (FP-MCH) program in Bangladesh has
succeeded in raising family planning acceptance among the couples of reproductive age
significantly.  A major challenge still facing the program however, is to strengthen its
reproductive health component.  In view of this, Population Council launched a pilot project to
examine the feasibility of strengthening comprehensive reproductive tract infection (RTI) and
sexually transmitted disease (STD) services at the Health and Family Welfare Center (H&FWC)
level.  The inputs from the Council included arrangement of training, provision of technical
assistance in management, and other relevant supporting services required to strengthen the
RTI/STD services.

The project had three phases.  First, a needs assessment was conducted.  Then the
components of the intervention were identified, designed and implemented.  And at the third
phase, an evaluation was carried out.  During the needs assessment phase, a feasibility study
and a baseline survey were conducted.  In the process, valuable experiences were gained with
regard to RTI/STD service delivery at the primary level of the GoB service delivery system.

The needs assessment revealed that the service providers were aware of the importance of the
RTI/STD problems and were willing to provide comprehensive RTI/STD services.  The level
of knowledge about RTI/STDs was poor among the service providers.  History taking,
clinical examination and counseling were practically nonexistent.  Inquiry was only made
about the reason of the visit; no attempt was made to discern the history of the condition,
which is necessary for providing treatment of RTI/STDs.  The choice of drugs for treating
discharges was limited mostly to Metranidazole and in some instances, Ampicillin.  In the
system, there was no provision for drug for RTI/STD management.  RTI/STDs were treated
with the drug provided for other purposes.  In some instances counseling on personal hygiene
was made.  No attention was given to partner management, compliance of drug prescription
or follow-up.

There was no system to queue the clients.  All of the clients crowded around the desk of the
service providers.  No use was made of the waiting room.  The other findings included poor
aseptic practices, indifference about privacy, and inadequate supply of materials essential for
RTI/STD service delivery.

Much preparation was needed before the intervention.  This included mobilization of
resources from within the existing system; collection of information materials on RTI/STD;
translation of an existing syndromic management flow-chart into Bangla; development of a
checklist to record the clients' profiles; establishment of a referral mechanism for complicated
cases; development of a leaflet in Bangla for FWAs and preparation at H&FWCs for
RTI/STD service delivey.

The intervention was done in three phases.  The first phase included an orientation of the
service providers on RTI/STD and hands-on training on how to prevent iatrogenic infections.
In the second phase providers were given information about the importance of collecting an
adequate history for each case and how to do so.  Techniques of client management were
discussed; the first come-first-serve system, with the help of a ‘token’ (a piece of paper with
serial number) was introduced.  Training on counseling was also provided.  The components
of counseling included compliance of drugs, partner management, condom use, follow-up
visit and how to tailor counseling on specific symptom.  Privacy was ensured by reorganizing
the FWVs room.  The third phase of the intervention was on RTI/STD case management.
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As a result of the intervention providers’ knowledge about RTI/STDs improved.  After the
intervention the flow of clients with RTI/STD symptoms increased and client flow
management improved with the introduction of the ‘token’ system.  Privacy was strictly
maintained during pelvic examination.  This was not the case, however, with history taking.
Service providers collected reproductive health information for more than 70 percent of the
clients.  Speculum examination was universal except for pregnancy cases.  With regard to
infection prevention, all of the providers were able to follow the infection prevention steps
satisfactorily and confidently.

Speculum examination revealed that 98 percent of the clients had abnormal discharge.  Of
them, 83 percent had vaginal and 15 percent had cervical discharge.  No cases with urethral
discharge were found.  Regarding the appropriateness of the treatments provided: none of the
clients were given treatment for both gonorrhoea and chlamydia, even though 13 of the
clients came with yellow cervical discharge and reported that their partner had urethral
discharge or a genital ulcer.  Six of the 13, however, were given a full course of drug required
for the treatment of either gonorrhoea or chlamydia.  The situation was much better for the
treatment of trichomoniasis and bacterial vaginosis, and candidiasis.  The type of counseling
provided for prevention and management of RTI/STD varied.  Issues relating to personal
hygiene were discussed more often than partner treatment.  Nearly half of the clients received
counseling on condom use.

Drug compliance might have been high because only a very small number of re-infected
clients came during the project period.  Due to increased client flow, the program suffered
from a shortage of essential consumable supplies like cotton, kerosene and detergent.
Moreover, one female service provider was not adequate to serve the increased clients.

Findings suggest that the RTI/STD service component in the existing FP-MCH service
delivery system can be strengthened without making any major changes in the program.
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CHAPTER 1

Introduction

BACKGROUND

The national family planning and maternal child health (FP-MCH) program in Bangladesh has
made commendable progress in terms of raising family planning acceptance among the couples
of reproductive age.  An emerging challenge, however, is to integrate the reproductive health
agenda within existing FP-MCH service delivery system.  Thus, reproductive tract infections
(RTIs) and sexually transmitted diseases (STDs) have a tremendous significance in the contex of
the country’s FP-MCH program.  Clients at risk of pregnancy and in need of family planning
services are same as the clients at risk of contracting RTI/STDs.  Thus, symptoms of RTI/STDs,
such as abnormal vaginal discharge, vaginal itching, and lower abdominal pain are often
confused as the side-effects of certain family planning methods like IUD and injectables.  The
users of these methods often perceive the symptoms as contraceptive side effects and as a result,
decide to discontinue family planning methods.

RTI/STDs include four types of infection, i) infection transmitted through sexual intercourse
(STD); ii) infection resulting from an overgrowth of an organism normally present in the
female genital tract of a healthy women (endogenous infection); iii) infection resulting from
unhygienic medical procedures (iatrogenic infection); and iv) infection resulting from
unhygienic health practices.  These infections are preventable or treatable.  But infections left
untreated can have a profound impact on reproductive health.  The consequences of these
infections are infertility, ectopic pregnancy, cervical cancer, fetal wastage, low birth weight,
infant blindness, neonatal pneumonia, and mental retardation.  In addition, they facilitate the
transmission of HIV.

RTIs and STDs are a growing concern in Bangladesh.  From the limited information
(Wasserheit et al., 1989; Chowdhury et al., 1995; Hussain et al., 1996), we know that more
than half of the female population suffers from some kind of RTI.  Studies on quality-of-care
issues in the FP-MCH service delivery system (Barket et al., 1994; Rahman et al., 1996; Islam et
al., 1996; Chowdhury et al., 1997) have consistently reported gaps in knowledge, breaches in
infection prevention, negligence in the basic principle of history taking and clinical examination.
Chowdhury et al. (1997) found that resources, such as trained staff, space, equipment and other
facilities necessary for diagnosis and treatment of RTI/STDs are present in the existing FP-MCH
service delivery system.  Due to the lack of supportive supervision and the lack of initiative
among the service providers, the issues of RTI/STD services have not been adequately
addressed.

With the above in mind, Population Council launched a pilot project to examine the feasibility of
strengthening comprehensive RTI/STD services at the Health and Family Welfare Center
(H&FWC) level.  The project specifically aimed at assessing whether the current RTI/STD
services at the H&FWCs could be improved by motivating the service providers and utilizing
the existing resources.  The input from Population Council included training of the service
providers on RTI/STDs, provision of technical assistance in management issues and co-
ordination of the resources from the government (GoB) system.
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MCH-FP INFRASTRUCTURE

The Directorate of Family Planning has six divisional directors.  In each division, there are
several districts with district-level family planning office headed by a deputy director
(DDFP).  At the district level there are also two assistant directors (AD); one for clinical
contraception (ADCC) and the other for family planning (ADFP).  There is provision for one
medical officer clinical contraceptive (MOCC) at the district with more than eight thanas.
The ADCC supervises the MOCC at district level as well as the medical officer, maternal
child health and family planning (MO MCH-FP) at the thana level while the ADFP
supervises the thana family planning officer (TFPO).  The MOCC supervises senior family
welfare visitors (Sr. FWVs) and family welfare visitors (FWVs) at the thana level (MCH
unit), and the FWVs and the sub assistant community medical officers (SACMOs) at the
union level (H&FWC).  In each thana there are one or two MO (MCH-FP), a medical officer
for family welfare (MOFW), one TFPO, an assistant thana family planning officer (ATFPO),
a Sr. FWV and a FWV.  The MO (MCH-FP) supervises the staff of MCH unit at the thana
level and the staff of H&FWC at the union level.  The Sr. FWV supervises the FWV at the
thana level, and the FWVs and the SACMOs at the union level.  She also assists the MO
(MCH-FP) in sterilization.  Where there are more than eight unions in a thana, there are two
positions for MO (MCH-FP).  In the district of Tangail there is a MOCC while in the Kalihati
Thana there are two MO (MCH-FP).

Health and Family Welfare Center (H&FWC)

The Health and Family Welfare Center (H&FWC) is widely recognized as a primary level
health care facility.  There are two categories of H&FWCs in terms of structure.  The first
one is one-storied building.  At these centers, the service providers’ residential

accommodation is behind
the service center.  The
other is a two-storied
building.  Here the top floor
is designated as the service
providers’ residential
accommodation.  In total,
there are 3000 H&FWCs.
Of them, 246 have been
upgraded.  In the upgraded
H&FWCs, there are
sterilization facilities, two
position for FWVs and one
position for a medical
officer.  In the entire system,
there are 4,680 FWVs and
2300 SACMOs.  Among the
two facility categories, the

first category sites were used for the intervention.  According to the H&FWC manual, the
utilization of the rooms with a list of furniture is shown in the Table 1.1.

Table 1.1
Room Allocation for the Staff of the
Health and Family Welfare Center

Staff Furniture
Sub-Assistant Community
Medical Officer (SACMO)

1 half secretariat table, 4 chairs, 1
examination table and 1 stool for
peon

Family Welfare Visitor (FWV) 1 half secretariat table, 4 chairs,
and 1 stool for aya

Family Planning Inspector (FPI) 1 half secretariat table and 5 chairs
IUD/ Operation Theatre 1 examination table, 1 instrument

table and 1 almirah
Recovery room 2 beds
Health education/ Clients’ seating
space

7 long benches

Pharmacist (Drug store and drug
distribution room)

1 half secretariat table, 3 chairs,
medicine dispensing table and
almirah

Source: Health and Family Welfare Center manual, 1986. MOHFW, Dhaka, Bangladesh
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Layout of H&FWCs (first category)

Source: Health and Family Welfare Center manual, 1986. MOHFW, Dhaka, Bangladesh

Staff Patterns

There are two types of staff member at the union level; one who works at the community
level and the other who works at the clinic level.  At the community level, there is a family
planning inspector (FPI) and six to seven family welfare assistants (FWAs) who are
responsible for motivating potential family planning (FP) clients.  In addition to motivating
clients, FWAs are responsible for distributing pills and condoms at the households’ level.  All
of the FWAs are female, while all of the FPIs are male.  The FPI supervises FWAs while
FPIs are supervised by the TFPO.  At the H&FWC level, there is a SACMO, a FWV, a
pharmacist, one female helper (ayah) and one night guard.  All of the FWVs are female,
while the SACMOs are mostly male.  The MO (MCH-FP) at the thana level is the first line
technical supervisor for the FWVs and SACMOs.

Training

The SACMO has ten years of schooling and three years of training from a Medical Assistant
Training School (MATS).  He/she also receives two weeks in-service training at Family
Welfare Visitor Training Institute (FWVTI), which includes the following course curriculum:
management, supervision, communication and counseling, coordination, responsibility and
duty, staff management, service rules, logistics management, documentation, demography,
family planning methods (all types), antenatal care, postnatal care, obstetric care, EPI, child
growth monitoring, nutrition and prevention of vitamin A deficiency, prevention of iodine
deficiency, primary health care, health education, respiratory disease, diarrhoea, skin
diseases, intestinal parasite, RTI/STD/HIV/AIDS, minor ailments and infection prevention.

The FWV also has ten years of schooling and 18 months of training on--anatomy and
physiology, pharmacology, communication, dirrhoea, EPI, ARI, child growth monitoring,
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nutrition deficiency disease, antenatal care, postnatal care, family planning, reproductive
health and management of RTI/STD, First Aid, TBA training, management, satellite clinic
and field training.  After joining the service, FWVs receive two weeks of in-service training
at FWVTI.  The in-service training is based on the course curriculum of the basic 18-month
training program.

Services

The H&FWCs are entrusted to render both MCH and FP services.  FWVs are not only
providing services to the visiting clients in the H&FWCs, but also providing services beyond
the union center through satellite clinics.

The services which are provided by the H&FWCs can be divided into two categories--namely
routine service and special service.  The routine services include:
• Health education

- Drinking water and intestinal worm prevention
- Prevention of diarrhoea and preparation of oral saline
- Care of pregnant mother and postnatal mother
- Family planning
- Child food and nutrition
- Personal and environmental cleanliness
- Prevention of night blindness
- Skin diseases

• Treatment
- Under-5 children
- Women of reproductive age (15-45)
- Other (men, the elderly)

• Services related to family planning methods
-FP services (except sterilization)

• Case referral
-Complicated cases are referred to the THC/distric hospital with a written prescription
or a letter

• Organization of satellite clinic
- For those people who cannot come to the center for the service

• Nutrition education
- Ways to prepare nutritious food at low cost
- Improving food habits
- Ways to prepare food with maximum food value retention

Special services of the H&FWC include:
• Involvement of traditional birth attendants

- FWVs organize training program for TBAs
- FWV organize meetings with TBAs every month
- FWV monitor the work of the trained TBAs

• EPI Day
- At the clinic
- In the field

• Meetings/Performance monitoring
- FWV and SACMO work periodically with FWAs in the field
- FWV and SACMO arrange monthly meetings with FWA
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Responsibilities

SACMO and FWV have two types of responsibilities. One is administrative, the other is
professional.  The SACMO is incharge of the H&FWC and reports to the MO (MCH-FP).

Administrative responsibilities include:
• Supervising the staff of the H&FWC

- Keep the H&FWC neat and clean
- Maintain records and registers (11 record keeping registers)
- Collect reports from all staff member and send them to the appropriate authority
- Indent for necessary drugs, equipment and supplies

• Offering technical supervision to field staff (FWA and FPI) and arranging monthly
meetings with them

• Supervising field staff and implementing their monthly activity plan

Professional responsibilities include:
• Diagnosis and treatment of diseases
• Provision of emergency treatment and First Aid
• Performance of small operations and dressing
• Provision of services to mothers and their children and assistance to the FWV with

cases of sick children
• Support MO in sterilization camp
• Supervision of equipment sterilization
• Notification of higher authority of any epidemics in the locality
• Arrangement of regular health education sessions in the community
• Monitoring the community for potential epidemics, and prevent them if possible
• Follow-up on tuberculosis and leprosy cases at the clients’ homes and provision of

necessary treatment
• Maintenance of liaison with Union Parishad and Gram Committee, and seek their

support in FP, sanitation and disease prevention activities
• Supervision of BCG vaccination activity, EPI, and vitamin A capsule distribution

The FWV reports to the MO, through the SACMO. Her administrative responsibilities
include:

• Maintenance of infection prevention at H&FWCs and satellite clinics
• Development of weekly plans for clinic day, satellite clinic and home visits
• Maintenance of record/preparation of reports
• Arrangement of meetings between FPI and FWAs
• Attendance at meeting called by the SACMO

Her professional responsibilities are as follows:
• Attend antenatal women; record pregnancy history, disease history, ensure TT

vaccination, identify high-risk cases and refer them to THC and counsel the women about
delivery

• Attend postnatal mother, examine uterus, detect any problems related to menstruation,
examine newborn child, counsel the mother about FP methods

• Care for newborn children; register his/her weight, and treatment for illnesses
• Counsel mothers about child nutrition and vaccination
• Offer FP services to those who want to plan their families or limit their family size
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• Counsel potential clients about FP methods
• Assist the MO at the sterilization camp
• Conduct satellite clinics twice a week
• Make home visits for complicated cases referred by FWAs and TBAs
• Train TBAs to properly handle pregnant women

Pharmacist:
• Distribute medicine according to prescription written by MO (where there is an MO),

SACMO, and FWV and explain the dose.  He is also responsible for the cleanliness of the
H&FWC

• List necessary medicine and equipment in consultation with MO, SACMO and FWV
every three months.  It is his responsibility to ensure an adequate supply of medicine and
equipment

• Maintain a register for medicine and equipment
• Assist SACMO in minor surgery and help in EPI activity
• Ensure proper storage of the medicine and supplies (some medicine have to be kept in the

dark; some in the refrigerator)
• Perform simple laboratory tests
• Discard expired medicine
• Inspect linens and equipment at sterilization camp

Equipment and Supplies

The Ministry of Health and Family Welfare distributes six different types of kits to the
H&FWC. These include a drugs and dietary supplement kit (DDS kit), an MCH kit, an
H&FWC kit, a satellite kit, a midwivery kit and an IUD kit.  The main components of the
DDS kit and satellite clinic kit are drugs.  Six DDS kits and four satellite clinic kits are
supplied annually to all functional H&FWCs.  Beside these, there is often a selection of loose
medicine available at the THC.  The other four kits (MCH, H&FWC, Midwivery and IUD
kit) are composed of necessary equipment and supplies need for service provision.  All four
kits are supplied once after the establishment of the H&FWC.  From June 1998, the
government has introduced New DDS kit combining DDS and satellite clinic kits.  Twelve
new DDS kit will be supplied annually to each H&FWC.  The composition of the DDS,
satellite kit and New DDS kit are attached in the Appendix 9 and Appendix 10.
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OBJECTIVE

The overall objective of the project was to develop a model of comprehensive RTI/STD
service delivery at the primary level of GoB service delivery, located at the union level—the
Health and Family Welfare Center (H&FWC)

Specific Objectives

The specific objectives of the project were to:
• Assess the gaps in the current RTI/STD services at the H&FWC level
• Determine the magnitude of the RTI/STD problem among the clients attending the

H&FWCs
• Introduce interventions to strengthen RTI/STD services
• Assess the change in RTI/STD client flow at the H&FWCs due to the interventions
• Document the experience gained in implementing the RTI/STD interventions

METHODOLOGY

The project had three phases: needs assessment, intervention, and evaluation.

Needs Assessment Phase

In this phase, a feasibility study and a baseline survey was conducted.

Feasibility Study

The intervention sites were visited to assess the magnitude of the RTI/STD problem in the
locality.  This was done through discussions with MO in charge of the H&FWCs, the FWVs,
the SACMOs, the FPIs and the FWAs.  Senior level medical personnel were also consulted
about the possibility of launching such activities.

Baseline Survey

Selection of the Site

Elenga, Narandia, Sahadevpur and Paikara H&FWCs under Kalihati Thana of Tangail
District were selected purposively.  The presence of a male intervention project (MIP) at
these four centers and the knowledge of need for reproductive health care services beyond
family planning which arose from the special counseling sessions for males/couples,
prompted Population Council to use the male intervention platform for the RTI/STD
intervention.

Respondents and Information Collected

Respondents included in the survey were SACMOs, FWVs, FPIs and FWAs of the four
selected H&FWCs, and the Sr. FWV at the Thana level.

In the baseline survey, information was collected on the willingness of the service providers
to render RTI/STD services, the knowledge about RTI/STDs, the nature of current RTI/STD
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services, and the facilities currently available at the service delivery points for the
management of RTI/STD.

Survey Instruments

Four sets of instruments were developed for data collection.  These were:
• A checklist for the observation of the service delivery process
• A self-administered questionnaire for service providers, SACMO and FWV
• A self-administered questionnaire for FPIs and FWAs who work at the community

level
• A checklist to inventory supplies and facilities

 
 Questionnaires were pre-tested at two other H&FWCs (Kawltia and Basan) in Gazipur
Dstrict before finalization.
 
Method of Data Collection
 
 The method of data collection included an observation of the service delivery process,
conducting self-administered questionnaires and verifying the facilities.
 
 First, a formal observation of the RTI/STD service delivery process was done.  It was carried
out with the help of two Mystery Clients (women who presented themselves as RTI/STDs'
clients).  Mystery Clients wished to remain anonymous.  We will present them without their
names for the purpose of the study.  Of them, one was 22 years old and unmarried.  The other
was 26 years old and married.  Each documented every step of service delivery she received
from the H&FWC.  Before data collection, the two mystery clients were oriented on
RTI/STDs and the essential elements of a quality RTI/STD service.
 
 The second step of data collection was the self-administered questionnaire among SACMOs,
FWVs, FPIs, and FWAs who were invited to H&FWC for that purpose.  An introduction was
given about the aim of the project, the importance of the baseline survey and how to complete
the questionnaire.
 
 The third step of data collection was to document the available equipment, supplies and
medicine relating to the management of RTI/STD problems and to verify the physical
facilities, such as waiting space for clients, water source, facilities for pelvic examination,
and privacy.

Intervention Phase
 
 On the basis of the outcome of the baseline survey, the intervention package was developed.
To minimize the workload of the service providers, the intervention was introduced in a
phased manner.  The orientation was interactive and the training included a demonstration
with actual RTI/STD clients.  The intervention started from October 1997.

There were three phases of the intervention:

Phase One

In the first phase, orientation about RTI/STDs was given, which included a definition of
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RTI/STDs, an explanation about the difference between RTI/STDs, an overview of the types
of RTI/STDs, the common symptoms of RTI/STDs, the routes of transmission, means of
prevention, consequences of RTI/STD, complications of RTI/STDs and the health behavior
that influences the risk of RTI/STDs.  The service providers were also given hands-on
training on how to prevent iatrogenic infection.

Phase Two

In the second phase, hands-on training was given on how to greet clients, and how to take
their history.  The service providers were introduced to principles of counseling, maintenance
of privacy and how to manage the client flow.

Phase Three

The third phase was on RTI/STD case management.

The first phase of the intervention was given to all of the providers of the four H&FWCs.
The second and third phases of intervention were introduced to only one center at a time.
The first intervention was initiated at the Elenga.  After one and a half months, the second
center started the intervention as the same way as done in the Elenga.  The newly-trained
service providers from the first center with the help of a resource person initiated the second
center’s intervention.  After four months, there was a refresher training session, comprising
elements of all three phases.  At that training session the remaining two centers were also
included, so that they could all receive the training together and to see how far these two
centers can render RTI/STD services without intensive training at their respective site.

The resource persons were identified from the government sector.  The Sr. FWV was
extensively used in second and third phases.  For each center there was a special day for
RTI/STD service delivery.  A specially prepared leaflet was distributed through the FWAs to
the community and directly to the clients who came to the center for other services. There
were only three types of medicines available at the center that can be used for management of
RTI/STDs.  Clients were counseled properly about the non-availability of appropriate
(prescribed) medicine.  The complicated cases were referred to higher facilities.
 
Evaluation Phase
 
 During the first week of April 1998, an evaluation was done on the knowledge of service
providers and the process of service delivery.  Data were collected from the self-administered
questionnaire, which was used in the needs assessment phase.  Since FPIs and FWAs were
not used extensively in the program, an evaluation of their knowledge was not collected.  The
process evaluation was done only at Elenga and Narandia.
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CHAPTER 2

Needs Assessment Phase

RESULTS
 

Feasibility Study
 
 All of the service providers felt that RTI/STDs were important health problems and they
expressed their willingness to focus on that issue.  One FWV reported having five to six
abnormal discharge cases per month, while a SACMO reported having between nine to ten
cases per month.  The FWV and the SACMO both reported that their knowledge on this topic
was not adequate enough to manage these cases.  FWAs usually came across not only people
with abnormal discharge, but also clients with genital itching, gonorrhoea and syphilis.  The
people of this group were mainly adolescents.  They expressed their inability to handle the
adolescents with RTI/STDs.  The FPIs showed great interest in this activity and suggested
that about 70 percent of the population in their catchment areas were suffering from abnormal
discharge and genital itching.
 
 Senior staff members of the FP-MCH program at the thana level were aware of the problems.
They were concerned about the workload of service the providers and suggested the
introduction of comprehensive RTI/STD services in a phased manner.  By phasing the
interventions in stages, the service providers would not consider the comprehensive RTI/STD
services as additional ones and could render the services comfortably and efficiently.
 

Baseline Survey
 
Observation of the Service Delivery Process
 
 Mystery client 1 (MC1) went to Elenga H&FWC for treatment of vaginal itching.  Many
clients were in the service provider's (female SACMO) room.  Naturally, MC1 felt
uncomfortable about discussing her problems in front of the crowd.  The provider explained
to MC1, “my room is always crowded like this.  So you’ll just have to talk about your
problems in front of them”.  With great embarrassment, MC1 explained her problem to the
provider.  The provider neither took MC1’s history in relation to the itching, nor did she
examine the genital area.  She simply told MC1, “this is due to an allergy.  We do not have
any medicine for your condition.  Buy some Histacin (anti histamine) and take it, always use
(wash the infected areas with) hot saline water”.  She wrote neither the name of the medicine
nor the dosage for MC1.
 
 MC1 learned of another service provider (FWV) and found no clients in her room.  So MC1
entered the room and told the provider about her problem.  The service provider asked MC1
what her name was.  Then she wrote her (MC1) name. The FWV told MC1 to take a seat.
The service provider wrote the name of a medicine on a piece of paper and went into another
room.  She returned with a liquid medicine (Gentian violet) and told MC1 to apply it to the
infected area three times a day.  She gave MC1 a piece of paper where she had written
penicillin 250 mg, (28 tablets), to be taken one tablet four times a day and told her to buy the
medicine from outside.  Like the first service provider, the second also failed to take the
client’s history in relation to the vaginal itching.  MC1 then wanted to use the washroom.  So
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the provider said, “this is a real problem here.  We do not have a washroom.  You can use
mine”.  Then she called an ayah and told her to take MC1 to her residence and show her the
washroom.
 
 Mystery client 2 (MC2) went to Narandia H&FWC for the treatment of painful coitus.  The
provider did not take any history regarding the condition, which she termed as normal.  She
advised MC2 not to use any form of contraception before the birth of her first child.
 
Questionnaire Survey
 
Staff Members of H&FWCs
 
 Five FWVs, four SACMOs, four FPIs, 25 FWAs and one Sr. FWV from the thana level were

the respondents of the baseline
survey.  Of the five FWVs and
four SACMOs; two FWVs and
one SACMO were from Elenga.
Each of the other three centers
have one FWV and one SACMO
(Table 2.1).  All of the FWVs had

completed their basic training six to12 years and the SACMOs had completed their basic
training 13 to 17 years back.
 
Knowledge about RTI/STDs
 
 The SACMOs and FWVs were asked to define RTI/STD in writing.  Respondents were also
asked to name some common RTI/STDs, state the causes of RTI/STDs and describe the
consequences of not treating RTI/STDs.
 
SACMO

• Syphilis, gonorrhoea, trichonomiasis, moniliasis, pelvic inflammatory disease (PID) and
AIDS were all mentioned as common RTI/STDs

• The SACMOs believed that RTI/STDs were caused by viruses and bacteria
• Only one SACMO mentioned that RTI/STDs could be transmitted through sexual

intercourse between husband and wife
• They mentioned that untreated RTI/STDs could lead to impotency and infertility

FWV

• Syphilis, gonorrhoea, trichonomiasis, cervical erosion and PID were mentioned as
common RTI/STDs

• Almost all the FWVs described RTI/STDs as a contagious disease
• A few of them explained that untreated RTI/STDs could cause infertility, death or cancer

in the uterus
 
 FPI and FWAs were asked whether or not they had heard, from their clients about abnormal
vaginal discharge, vaginal itching or vaginal ulcers.  They were then asked about the causes

Table 2.1
Distribution of H&FWC Staff Members

Catagory Elenga Narandia Sahadevpur Paikara Total
FWV 2 1 1 1 5
SACMO 1 1 1 1 4
FPI 1 1 1 1 4
FWA 7 6 6 6 25
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of such problems and how they could be prevented.  Finally, they were asked whether those
clients came to them for advice and if so, what advice they had given.
 
FPI

• FPIs were aware of the symptoms of RTI/STDs
• They believed that lack of personal hygiene and intercourse during menstruation could

cause genital itching or genital ulcer.  For a burning sensation during micturation, they
mentioned drinking insufficient water as a possible cause

• All of the FPIs said that a client could prevent RTI/STDs by consulting a doctor and
advised the clients to visit a doctor

 
FWA

• All of the FWAs were aware of the symptoms of RTI/STDs
• They reported that lack of knowledge regarding personal hygiene was the cause of

RTI/STDs
• They also believed that by consulting a doctor, a client could prevent RTI/STDs.  They

similarly advised the RTI/STD clients to visit a doctor
 
Knowledge about HIV/AIDS
 
 SACMOs and FWVs were asked whether or not they had heard about a disease called AIDS,
whether or not they were aware of the routes of transmission of HIV/AIDS, how could it be
prevented and whether it is curable.
 
SACMO

• All of the SACMOs had heard about a disease called AIDS
• Most of them believed that sexual intercourse, sex with a person with AIDS, reuse of a

contaminated syringe-needle and poor personal hygiene were responsible
• Most of them reported that the use of disposable syringe, use of condom, avoidance of

sex with person with AIDS, and maintenance of personal hygiene were means of
prevention

• All of them suggested that there was no cure for AIDS
• None of the SACMOs mentioned that transfusion of infected blood, vertical transmission

from mother to child in the womb and breast feeding could also be responsible
• None of them suggested that transfusion of screened blood and avoiding birth by infected

mother could also be a means of prevention

FWV

• All of the FWVs had heard about a disease called AIDS
• Some of the FWVs believed that reuse of contaminated syringe-needle, sex with a person

with AIDS, and poor personal hygiene were ways of contracting AIDS
• A few of them mentioned use of a disposable syringe and maintenance of good personal

hygiene as the means of prevention
• Almost half of the FWVs believed that there was no cure for AIDS
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• None of the FWVs mentioned that transfusion of unscreened blood, vertical transmission
from mother to child in the womb and breast feeding could also be responsible

• None of the FWVs suggested that the use of a condom or avoidance of high risk sexual
behavior, use of only screened blood for transfusion, and avoiding birth by infected
mother could also be means of prevention

 FPIs and FWAs were asked whether they had heard about a disease called AIDS, whether or
not they were aware of the routes of transmission of HIV/AIDS, and how it could be
prevented.
 
FPI

• All of them had heard about a disease called AIDS
• Most of them knew that AIDS was caused by having multiple sex partners
• A few of them suggested that the avoidance of high-risk sexual behavior could prevent

AIDS

FWA

• All of them had heard about a disease called AIDS
• A few of them reported that AIDS was caused by having multiple sex partners, having

sex with a person living with AIDS, and having frequent intercourse
• Nearly half of the FWAs believed that the use of a condom was a means for preventing

AIDS.  A few mentioned that avoidance of multiple sex partners, avoidance of sex with
persons living with AIDS and maintenance of personal hygiene could prevent AIDS

 
Type of RTI/STDs Symptoms
 
 SACMOs and FWVs were asked which type of RTI/STD clients they had encountered and
which age groups they belonged to.
 
SACMO

• SACMOs had come across almost all types of RTI/STDs symptoms
• Most of the SACMOs reported these problems as being more prevalent among men and

women older than 20 years
• Some of them were familiar with the symptoms of both males and females RTI/STDs

FWV

• FWVs had come across all types of RTI/STD symptoms
• Some of them reported these problems as being more prevalent among men and women

older than 20 years
• One FWV was most familiar with RTI/STD symptoms

 FPIs and FWAs were asked which type of RTI/STD problems they encountered in their
practice and which age group suffered from these problems.
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FPI

• FPIs reported that they had come across clients with abnormal discharge, lower
abdominal pain, a burning sensation during micturation, discharge from the penis, pain in
testes, swelling in the groin and itching genitalia

• All of them mentioned these problems were more prevalent among men and women older
than 20 years

 
FWA

• The most common symptoms they had come across were abnormal discharge, lower
abdominal pain, burning sensation during micturation, and a discharge from the penis

• Almost all of the FWAs had encountered various types of RTI/STD among both male and
female clients

• The FWAs also mentioned that these problems were more prevalent among men and
women older than 20 years

Management of RTI/STDs
 
 SACMOs and FWVs were asked about the treatment and advice for RTI/STD symptoms.
 
SACMO

• SACMOs provided curative services as well as preventive advice
• Most of them were more familiar in managing female RTI/STDs than male symptoms
• The common symptoms managed by the SACMOs were abnormal discharge, lower

abdominal pain, vaginal ulcer, vaginal itching, ulcerated genitalia (male and female),
burning sensation during micturation (female) and pussy discharge from penis.  These
symptoms were managed without any history taking or examination

• SACMOs usually prescribed medicine available at the H&FWC along with preventive
advice

• Sometimes the treatment was not specific.  For instance, for all discharge cases, the
SACMOs provided metronidazole.  In some cases, they provided ampicillin instead of
doxycyclines (ampicillin is not the drug of choice).  According to their statements,
doxycyclines were not available at the H&FWCs

• They offered advice only for two symptoms--abnormal discharge and burning sensation
during micturation.  For abnormal discharge, they advised practice of good personal
hygiene and use warm saline water to wash the genitalia.  In case of burning sensation
during micturation, they advised the client to drink plenty of water

• One SACMO claimed that she usually performs local examination and treats both
husband and wife together.  Upon verification, this claim was proven false

• None of the SACMOs mentioned condom use, compliance of medicine and follow-up in
his or her advice

FWV

• FWVs provided curative services as well as preventive advice
• FWVs were more familiar with managing female RTI/STDs than male's ones
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• The common symptoms managed by the FWVs were abnormal discharge, lower
abdominal pain, vaginal ulcer, vaginal itching, burning sensation during micturation
(female), painful coitus, and pussy discharge from penis

• Usually prescribed medicine available at the H&FWC along with preventive advice
• Sometimes the treatment was not specific.  For instance, for all the discharge cases, the

FWVs provided metronidazole.  In some instances, they provided ampicillin instead of
doxycycline (ampicillin is not the drug of choice).  According to their statements, they
had managed the cases with the drugs available at the H&FWC

• The two FWVs claimed that they usually performed local examination.  Upon
verification, this claim was proven false

• Except in lower abdominal pain and painful coitus, they offered advice for all of the
symptoms.  For abnormal discharge and vaginal ulcer, they advised practice of good
personal hygiene and use of warm saline water to wash the genitalia; for vaginal itching,
use of warm saline water; for ulcer in female genitalia, pussy discharge from penis, they
advised the practice of good personal hygiene.  In case of burning sensation during
micturation, they advised the client to drink plenty of water

• None of the FWVs mentioned condom use, partner treatment, compliance of medicine
and follow-up check up in her advice to the client

Drugs for RTI/STDs

Service providers were asked about the types of medicine they are supplied from the
government for RTI/STD treatment.  They stated that in reality, they were not getting any

medicine specifically for RTI/STD
treatment.  Thus they were
rendering RTI/STD services with
the medicines provided for other
purposes.  Two SACMOs and
three FWVs mentioned that the
supply of medicine was not
adequate to meet the needs of the
clients (Table 2.2).

Equipment for RTI/STD Services

Service providers were asked about
the availability of the equipment
that was needed for the provision
of RTI/STD services.  Elenga had
all of the necessary equipment for
pelvic examination while other
centers did not have a gullypot.
Autoclave was not available at the
three centers but these centers did
have stoves and sterilizer (IUD set
sterilizer which was also used for
boiling other instruments).
Strainer, stirrer and measuring cup
for bleaching powder were not
available at four centers.  The

Table 2.2
Availability of Medicine by H&FWC

Medicine Elenga Narandia Sahavedpur Paikara
Cap. Ampicillin * * NA NA
Tab. Metronidazole * * * *
Tab. Nystatin * * * *
Tab. Cotrimoxazole * * NA NA
Tab. Hysomide * * NA NA
Gentian Violet * * * *
*      Indicates availability of drugs
NA  Indicates non availability of drugs

Table 2.3
Availability of Equipment by H&FWCs

Equipment Elenga Narandia Sahadevpur Paikara
Sim's speculum * * * *
Cuscos speculum * * * NA
Sponge holding forcep * * * *
Gully pot * NA NA NA
Instrument tray * * * NA
Lifter * * * NA
Spot light/torch light * * * *
Autoclave * NA NA NA
Brush * * NA NA
Bucket * * NA NA
Strainer NA NA NA NA
Stirrer
Measuring cup

NA
NA

NA
NA

NA
NA

NA
NA

Sterilizer (boiling) * * * *
Stove * * * *
Thermometer * NA * *
*     Indicates availability of equipment
NA  Indicates non availability of equipment
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buckets and brushes were not available at two centers.  Thermometer was not available at one
center (Table 2.3).

Supplies for RTI/STD Services

Bleaching powder and detergent powder were not available at the H&FWCs.  The H&FWCs
at Narandia and Paikara had bar
soap, while those at Elenga and
Sahadevpur did not.  These
supplies are crucial for infection
prevention.  Cotton was available
at all centers.  According to the
service providers, gloves were not
available only at Narandia.
Dettol/savlon was not available at
three centers (Table 2.4).

Checklist Survey (Inventory)

An inventory was conducted at four H&FWCs.  It was found that some of the items reported
as not available during the needs assessment, were available at the time of inventory.  This

implies that the service providers
were ignorant about the equipment
and supplies in their respective
centers (Table 2.5).

Observation of H&FWCs

Waiting Space

The open space in the middle had a
few benches where clients could sit
and wait.  But instead of sitting
there, all of the clients crowded in
the service providers' rooms. Thus,
there was no privacy.  Moreover,
there was no initiative taken by the
service providers to control the
client flow in to their rooms.

Sitting Arrangement of Service
Providers

In the H&FWC manual there is no
requirement for an examination

table for FWVs (H&FWC manual, 1986).  By rearranging examination table at the clinics,
however, the FWV was able to get an examination table (the one that was designated for the
SACMO).  At Elenga, the FWV had a pelvic examination table of her own while the
SACMO had a simple examination table.  The SACMO at Elenga is female. She used her
examination table for general examination.  When necessary, she used the FWV’s

Table 2.4
Availability of Supplies by H&FWC

Supplies Elenga Narandia Sahavebpur Paikara
Bleaching powder NA NA NA NA
Powder detergent NA NA NA NA
Bar soap NA * NA *
Gloves * NA * *
Cotton * * * *
Dettol/savlon * NA NA NA
Spirit * NA * *
Chlorohexidine/hibisol * * * *
*      Indicates availability of supplies
NA  Indicates non availability of supplies

Table 2.5
Availability of Equipment and Supplies by H&FWCs

Equipment-supplies Elenga Narandia Sahadevpur Paikara
Equipment
Sim's speculum * * * *
Cuscos speculum * * * NA
Sponge holding forcep * * * *
Gully pot * * NA *
Instrument tray * * * *
Lifter * * * NA
Spot light/torch light * * * *
Autoclave * NA NA NA
Brush * * * *
Bucket * * * *
Strainer
Stirrer

*
NA

*
NA

*
NA

*
NA

Sterilizer (boiling) * * * *
Stove * * * *
Thermometer * NA * *
Supplies
Bleaching powder NA NA NA NA
Powder detergent NA NA NA NA
Bar soap * * * *
Gloves * NA * *
Cotton * * * *
Dettol/savlon * NA NA NA
Spirit * NA * *
Chlorohexidine/hibisol * * * *
*      Indicates availability of supplies
NA  Indicates non availability of equipment-supplies



18

examination table for antenatal and postnatal check-ups.  At the upgraded Elenga H&FWC,
two FWVs are required to share a room.  The OT is used for sterilization, an activity which
takes place once every fortnight.  The recovery room is used for autoclaving (sterilizing) the
instruments.  The FPI uses his room only when he comes to the office (once a week).

Layout of Elenga H&FWC

Layout of Narandia, Sahadevpur and Paikara

Male and female sterilization facilities are only available at the upgraded H&FWCs.  OT
room is sometimes used for delivery at non-upgraded H&FWCs.  At Narandia, Sahadevpur
and Paikara, the pelvic examination room and the FWV's office room (sitting room) are
separate.  Infact, their office room and examination room are situated at opposite ends of the
building.  The FWVs use their designated room for examination and the OT room as an
office.  At each of these facilities, there is one general examination table in the FWV's room
and another table of same kind in the other room. The second is used for pelvic examination.
The recovery room is not utilized.
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Client Privacy

All the four H&FWCs are situated very close to the public road (layout of H&FWC at page
3).  There was a lack of privacy in both the FWV’s and the SACMO’s room.  This lack of
privacy stemmed from two primary factors: first, the clients gather in service providers’
room.  Secondly, the examination table is situated next to the window for maximum light
during an examination.  In Elenga, a toilet stands a few yards away from this particular
window.  In Narandia, there is a public road on the other side of the window.  These windows
had a thin curtain, which was not sufficient to maintain the privacy of the clients.  Same
situation exists in Sahadevpur and Paikara.  During examination, if someone goes to the toilet
or passes along the road, the client on the examination table really becomes tense tries to
cover herself.  Under such a circumstance, it is difficult for the service providers to examine
the client properly.  There was a curtain hung around the pelvic examination at Elenga. There
was no curtain around the examination table at Narandia, Sahadevpur and Paikara.

Drug Stores

The drug stores at the H&FWCs are not organized for optimal functioning.  The products
were stored in a haphazard manner.  There was no system of indicating products that should
be used first to avoid expiration and wastage.

Disposal of Waste

The clinical waste was thrown in the open space a few yards away from the service center.
There was no system of burning or burying the waste.

Water Supply

There were tube-wells at the back of all the service centers.  The service providers used the
water stored in a bucket for washing their hand, which was collected by ayah from the tube-
well.
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CHAPTER 3

Intervention

COMPONENTS OF THE INTERVENTION

Intervention components were as follows:
• Knowledge about RTI/STDs
• Infection prevention
• Reorganization of the FWVs room
• History taking
• Assurance of privacy
• Management of client flow
• Clinical examination
• Diagnosis of RTI/STDs by using a syndromic management chart
• Treatment of RTI/STDs by using standard treatment regime
• Counseling including partner management and follow-up
• Optimal organization of drug stores
• Training of FWAs to disseminate the message of RTI/STD service availability

PREPARATORY WORK FOR THE INTERVENTION

Much preparation was needed before the intervention. Following is a description of these
activities.

Resource Mobilization

There were several meetings with DDFP, ADCC, MO (MCH-FP) and TFPO of Tangail.  The
meetings were interactive and the participants’ expressed their willingness to undertake the
activities.  The main discussion was focused on imparting knowledge on RTI/STD, hands-on
training on infection prevention (IP), availability of necessary supplies, RTI/STD diagnosis,
treatment, supply of medicine and establishing a referral system for complicated cases.  At
the meeting, it was agreed that for RTI/STD services, IP should be introduced during the first
intervention phase.  The MO (MCH-FP) took the responsibility of ensuring the supply of
bleaching powder, and all other necessary supplies.  The ADCC took the responsibility for
giving the orientation on RTI/STD; identifying resource persons for hands-on training on IP,
how to examine clients and how to diagnose the problems.  The ADCC suggested to utilize
the FPCST team (the team usually monitor the quality of services provided from the
H&FWCs) as resource team.  He expressed his willingness to contact the FPCST team.

The MO (MCH-FP) and TFPO also took responsibility of disseminating the message of
RTI/STD service availability through the FWAs.  Diffusion of the message of the availability
of the RTI/STD services would naturally be contingent upon the readiness of each H&FWC
to render the comprehensive RTI/STD services.  The MO (MCH-FP) added that for ease of
service delivery, RTI/STD services should be rendered once a week.  The ADCC suggested
the need for penicillin injection (high power) from the government.  He also pointed out the
necessity of a Bengali version of the standard RTI/STD treatment regime for FWVs and
SACMOs.  The MO (MCH-FP) agreed to help the ADCC to conduct the orientation session
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on RTI/STD.  It was decided that the first intervention would first be implemented at Elenga,
then at Narandia, followed by the other centers.  At these hands-on training sessions, the
trainees were Sr. FWV, SACMOs and FWVs.
 
 To approve the periodic utilization of the FPCST team, Population Council approached the
FPCST team leader.

Distribution of Information Materials and Flow Charts

Bangla materials on RTI/STD, flow charts on syndromic management and infection
prevention charts contributed by various organizations were distributed among the trainers
and providers.  The flow charts for discharge were translated into Bangla for the purposes of
the intervention.
 

Developing Leaflet for Community

A leaflet in Bangla with information about RTI/STD symptoms and the treatments available
at the FWC was developed and distributed among the FWAs.  The FWAs were instructed to
inform the community about the services.
 

Developing a Checklist
 
 A checklist for recording the clients' profile was developed.  The FWVs and SACMOs were
trained to complete the checklist.  The checklist has several sections covering information
such as socio-demographic, relevant history, examination, diagnosis and drug prescription,
counseling offered and follow-up conducted.
 

Readiness of H&FWCs
 
 The H&FWCs were made ready for RTI/STD intervention one after another in terms of
logistics.  First, Elenga H&FWC was prepared.  Each H&FWC was considered ready when
six or more speculums, a reasonable number of gloves, and an adequate quantity of bleaching
powder was available.  Bleaching powder and gloves were supplied by the MO (MCH-FP)
from the Thana Health Complex (THC).
 

Establishing a Referral Mechanism
 
 Establishment of a referral mechanism was done through discussions with district-level and
thana-level officers.  It was agreed that clients with complications could be referred to
Maternal and Child Welfare Center (MCWC), THC and District Hospital.  For testing of
specimen for complicated cases, the doctors would use private laboratories in that area for
emergency purposes, for the time being.  Otherwise, the RTI/STD cases would be managed
on the basis of clinical signs and symptoms.  A referral form was developed and used to refer
clients to the upper-level facilities.  Referral compliance was verified with the referral centers
after two to three weeks.   

After every consultation with the FPCST team, the time and date of hands-on training was
fixed.
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INTERVENTION
 
 The intervention was implemented in three phases.
 

First Phase of Intervention
 
 In the first phase, orientation was given to both the SACMOs and the FWVs of the four
H&FWCs.  Orientation was given by ADCC and FPCST staff.  Population Council staff
described the importance of the RTI/STD services and maintenance of high quality.  The
ADCC gave an overview of the diseases.  The FPCST team provided orientation on
RTI/STD/HIV/AIDS.  The orientation on RTI/STD/HIV/AIDS included topics on symptoms
of RTI/STD and HIV/AIDS, routes of transmission, preventive measures, consequences of
RTI/STDs and the syndromic management of RTI/STDs.  The FPCST team also provided
hands-on training on how to prevent iatrogenic infections.  This was done through a extensive
demonstration, which was later repeated by each service provider in the presence of the
trainer.
 

Second Phase of Intervention

 During second phase, hands-on training was provided by Population Council staff in one of
the H&FWCs at a time.
 
History Taking
 
 The procedure of history taking emphasized rapport building before asking questions related
to the problems.  The service providers were instructed to greet the clients first and then to
make queries about the major complaint and other related problems.  In case of abnormal
discharge, the clients were asked about the duration of the problems, color, odor, and amount
of discharge.  They were also asked about the presence of pain in the lower abdomen, current
contraceptive use, and pregnancy history.  Other related problems, like itching genitalia, pain
in passing urine and pain during coitus were also covered.  Inquiries were also made about
the client’s husband; whether he had experienced a pussy discharge, pain, ulcer, itching or
warts in the genital area.  Information on his nature of work and usual place of residence was
also collected during history taking.
 
Management of Client Flow
 
 For efficient client management, system of first-come-first-serve was introduced with the
help of a token.  Client was given a piece of paper with a serial number on it (token) and told
her to take a seat and wait to be called by the service provider.  To ensure the client’s privacy,
only the client who came for services could enter the service provider's room.  Then the door
of the room was secured.  It was found that this system of client flow management not only
maximized privacy but also improved the quality of the service delivery.
 
 Orientation was also given to the clients regarding the new system of service delivery.  With
regard to expected waiting room behavior, their cooperation was also sought.  The clients'
seating arrangement was rearranged so that they could sit more comfortably.  Moreover,
orientation on the importance of the maintenance of privacy was given to those clients who
came on the training day at the H&FWCs.



24

Counseling
 
 With regard to counseling, the first four elements (Four Cs) of counseling were taught.  These
were COMPLIANCE of medicine, CONTACT tracing or partner management, CONDOM
use and COME BACK for a follow-up check up.  Hands-on training was also given on how
to tailor the counseling to be relevant to the disease(s) diagnosed.  Observation was also done
during counseling and any weaknesses noticed were corrected on the spot.
 
Client Selection
 
 Clients were selected on a priority basis.  Other than on the RTI/STD service delivery day,
pregnant women got first priority, followed by injection clients who came for subsequent
doses.  Other clients and RTI/STD clients were giving lowest priority.  It was observed that
one RTI/STD client requires 30 minutes for total service delivery.  It was very difficult for
the service providers to manage RTI/STD clients along with other services.  The service
providers tried to convince the clients either to come on RTI/STD service delivery day or to
wait until they were finished with all of the other clients.
 
 On RTI/STD service delivery day, clients were asked (when they received the token from the
ayah) for their reason for visiting the H&FWC.  On that day, RTI/STD clients got first
priority (after pregnant women if there were any).  All of non-RTI/STD clients were advised
to return to the center on another day for services.  The other clients who could receive
services on RTI/STD service delivery day included those with contraceptive complications,
pregnant women and serious general patients.
 
Reorganizing the FWV’s Room

Reorganizing the FWVs room at Elenga was a little more difficult than it was at the other
centers because the OT at Elenga used for male and female sterilization.  The FWVs and the
SACMO of the respective center had a discussion with their FPI about the rearrangement of
the rooms.  The FPIs agreed to give their rooms to the FWVs.  It was further agreed that FPIs
would use recovery room if required.  In Narandia, Sahadevpur and Paikara there were no
sterilization facilities.  Thus the recovery room was assigned to the FPIs.

In the reorganization process, two centers have a separate examination room, and a separate
room for the FWV to take the clients’ history and provide counseling.  These two rooms are
adjacent to one another.  Both the FWVs and the SACMO were using the examination room
for examination purposes.  Since there were two FWVs at Elenga, and were using the same
room, one FWV would take history while the other did her examination.  One staff member
from Population Council helped them to designate the use of the rooms, organize the drug
store and manage client flow.
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Layout of the Elenga H&FWC after the intervention

Layout of the Narandia, Sahadevpur and Paikara H&FWC after the intervention

Third Phase of the Intervention

 The third phase of the intervention was on the management of RTI/STDs.  This activity
included: sterilization of instruments, preparation of decontamination solution, management
of client flow, client selection, history taking, examination, diagnosis, treatment and
counseling.  Before commencing the third phase, the FWAs of the respective H&FWCs were
asked to disseminate the message that RTI/STD services were available every Thursday at
Elenga beginning on 16 October 1997 and every Sunday at Narandia beginning on 30
November 1997.
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 Elenga
 
 On Thursday 16 October 1997, the FWVs and SACMOs first made the decontamination
solution and then sterilized the speculum set under the supervision of the FPCST team.
Clients collected their tokens and waited for services in the designated area.  SACMO and
FWVs both took the history.  The FPCST nurse demonstrated each step of a standard
examination for the female SACMO, FWVs and Sr. FWV with the first client.  Medicine was
prescribed with the help of a syndromic management chart. The client was counseled on
hygienic practice, compliance of the medicine, partner treatment, condom use and returning
to the clinic for follow-up.  The Sr. FWV handled the next client.  After that, the female
SACMO and the FWVs examined the remaining clients in the presence of the FPCST team.
That day, 12 clients came for RTI/STD services.  Thus, each service provider got about three
opportunities to provide comprehensive RTI/STD services.  Among the 12 clients, two were
referred to the MCWC.  Thereafter, Population Council staff monitored the newly-educated
providers from time to time.  The monitoring was done through direct observation and
examining the checklist that was used for documenting the clients’ profile.
 
 Narandia
 
 Approximately about two months after the training at Elenga, on Sunday 30 November 1997,
Narandia was started the phase three intervention as the same fashion as done in Elenga.  The
Elenga FWV also participated in the training with the Narandia FWV.  The Sr. FWV first
initiated the process under the supervision of the FPCST team.  FWV from Elenga examined
the second case and Sr. FWV managed the third case.  After these three cases, the Narandia
FWV was given the opportunity to examine the fourth case.  That day, Narandia FWV
managed five cases.  The FPCST team, along with the Population Council staff, supervised
the whole process.  Fourteen clients came for RTI/STD services on that day.  Among the 14
clients three were referred to the MCWC.  After the training, Narandia service providers were
monitored periodically in the same way as was done for the Elenga staff.
 

Refresher Training
 
 A repetition of the training in relation to the three phases mentioned above was done four
months after the initial training.  Refresher training was arranged at Sahadevpur on February
1998.  Unfortunately, the FWV from Sahadevpur could not attend the training.  Newly-
trained staff from two of the participating H&FWCs along with the Paikara staff were present
at the training.  On that day, all three steps of the intervention were reinforced.  Three trained
FWVs and one trained SACMO from the Elenga and Narandia H&FWCs initiated the
process and the FPCST team, along with Population Council staff, observed the process.
Nineteen clients came for RTI/STD services on that day.  Among them, three were pregnant
and one was menstruating.  Among the remaining 15 clients, one was referred to the MCWC.
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Orientation Session
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CHAPTER 4

Evaluation

Evaluation was done in two areas: knowledge of service providers and proficiency of service
delivery.  The knowledge evaluation was done through a self-administered questionnaire
conducted during the needs assessment phase.  The process evaluation was conducted at the
centers where RTI/STD services had been rendered for 3-4 months.

KNOWLEDGE EVALUATION

Knowledge about RTI/STD
 
SACMO

• In addition to the common RTI/STDs mentioned in the baseline survey (syphilis,
gonorrhoea, trichonomiasis, moniliasis/candidiasis, PID and AIDS), the SACMOs were
able to mention chlamydia

• In comparison to the causes mentioned in the baseline survey (virus and bacteria), the
SACMOs reported that personal hygiene, sexual contact with infected person and
infection passes from mother to child (congenital) were the causes of RTI/STDs

• In addition to the consequences listed for leaving RTI/STDs untreated, in the baseline
survey (infertility), the SACMOs reported cancer of the cervix, disease in the nervous
system and abortion

FWV

• In addition to the common RTI/STDs mentioned in the baseline survey (syphilis,
gonorrhoea, trichonomiasis, cervical erosion and PID), the FWVs were able to mention
white discharge, lower abdominal pain, vaginal itching and chlamydia

• In addition to the consequences listed for leaving RTI/STDs untreated, in the baseline
survey (infertility, death and cancer in the uterus), the FWVs mentioned abortion and pain
during coitus

Knowledge about HIV/AIDS

SACMO
 

• In comparison to the causes mentioned in the baseline survey (sexual intercourse, sex
with a person with AIDS and reuse of a contaminated needles and syringes), the
SACMOs now believed that AIDS could be contracted through the use of unsterile
instruments, from infected mother to child, and through blood transfusion

• In comparison to the correct means of prevention listed in the baseline survey (use of
disposable syringe, use of condom, avoidance of sex with person with AIDS), the
SACMOs now mentioned that use sterile instruments, sex with a faithful partner and
maintenance of personal hygiene could be the means for prevention

• None of the SACMOs mentioned breast feeding could also be responsible
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• None of them reported transfusion of only screened blood and avoidance of birth by
infected mothers as being means of prevention. One SACMO still believed that improper
personal hygiene could cause AIDS

 
FWV

• In comparison to the correct responses given in the baseline survey (reuse of
contaminated syringe-needle and sex with a person with AIDS), the FWVs now reported
that AIDS could be contracted through sex with a prostitute, sex with more than one
partner, blood transfusion and use of unsterile instruments

• In comparison to the correct responses given in the baseline survey ( use of a disposable
syringe), the FWVs now mentioned the use of a condom, use of sterile instruments, use of
sterile gloves, and avoidance of multiple sex partners as the means of prevention

• None of the FWVs believed that there was a cure for AIDS
• The FWVs still did not mention that vertical transmission from mother to child in the

womb and breast feeding could also be responsible for contracting AIDS. Nor did they
mention transfusion of screened blood and avoidance of birth by infected mother as
means of prevention

PROCESS EVALUATION

Client Flow

The intervention was implemented during a different time period for each of the H&FWCs.
Elenga had been providing RTI/STD services beginning in October 1997 while Narandia
began in December 1997.  As the RTI/STD services quality was improved, the flow of clients

with RTI/STD symptoms
increased at both centers (Table
4.1).  It seemed that the center
with all female service providers
drew more clients than the one
with male and female providers.
It was observed that female

clients were reluctant to report discharge to a male provider.  This implied that female clients
preferred female service providers for RTI/STD services.  Regarding client flow there could
have been seasonal effect.  For example, there were no clients in March in one center.  It was
also found that due to an increased client flow, the centers reported a shortage of cotton.  The
leaflet used by the FWAs at the community level provided information on availability of
RTI/STD services worked well.

Client Flow Management

Introduction of the token system improved client flow management. This system worked
better at Narandia than at the Elenga.  In Narandia, the night guard works in the daytime and
was able to help ayah manage client flow.

Table 4.1
Client Flow Before and After Intervention

Before Intervention After intervention
Period AMCF Period AMCF

Elenga Jan ‘97- Sept ‘97 5 Oct ‘97-Mar‘98 23
Narandia Jan ‘97- Nov ‘97 10 Dec ‘97-Feb‘98 12
AMCF    Average monthly client flow
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Client Privacy

It was observed that privacy was strictly maintained during pelvic examination.  This was not
the case with history taking.

History Taking

Service providers collected reproductive health information for more than 70 percent of the
clients.  Eight pieces of information were to be collected from the clients with regard to their
menstrual history.  These were i) whether the menstrual period was regular or irregular, ii)

age of menarche, iii) last
menstrual period, iv) frequency of
menstrual period, v) length of
menstrual period, vi) how many
times a day the clients had to
change their menstrual pad during
menstruation, vii) whether there
was any pain in lower abdomen
during menstruation and viii)

whether there was a foul smell to their menstrual blood.  Seventy four percent of the clients
were asked all eight questions (Table 4.2).

In case of obstetric history, six questions to be asked were, i) age at marriage, ii) age at first
childbirth, iii) number of living children, iv) nature of last delivery, v) place of last delivery
and vi) the provider for the last delivery.  Eighty three percent of the clients were asked all
six questions (Table 4.2).

Regarding abnormal vaginal discharge, following six questions were to be asked: i) how long
the clients has had the problem, ii) frequency of discharge, iii) amount of discharge, iv) color
of discharge, v) smell of discharge and vi) consistency of discharge.  None of the providers
asked all six questions.  However, for 91 percent of the clients, information on more than
three out of six items was collected (Table 4.2).

Twelve pieces of information were to be collected from the clients with regard to other
related problems.  These included i) whether there was any genital itchiness, ii) whether there
had been any genital ulceration during the last three months iii) and if there had been, did
they secrete pus or blood, iv) whether there was pain during coitus, v) whether there had been
pain in lower abdomen during the last three months, and if so vi) what was the nature of the
pain; vii) whether there had been any problem in passing urine, viii) frequency of passing
urine, ix) whether they had any dysentery, x) whether the client had sought any treatment, if
so xi) from whom and xii) when.  It was found that 70 percent of the clients were asked 14
questions.  The client’s current contraceptive use was also recorded (Table 4.2).

Regarding husband’s history, nine questions were supposed to be asked.  These included i)
whether there were any problems in the husband’s genitalia, if so ii) was there any itching,
iii) ulcer, iv) pain, v) pus, vi) discharge from penis, vii) whether there were any warts in
genitalia, viii) whether the problems had been treated, if so ix) by whom.  Providers asked 77
percent of the clients all of the above questions (Table 4.2).

It was observed that in the case of the female service providers, the clients were proactive and

Table 4.2
Distribution of Clients Who were Asked all of the Relevant Reproductive

Health Questions Regarding Complaints of Discharge

Reproductive health questions Percent
Menstrual history (8 items) 74.4
Obstetric history (6 items) 83.0
History of abnormal discharge (4 and above items) 90.9
History of other related problems (14 items) 70.0
History of husband’s problem (9 items) 77.0
N 176



34

the client provider-interaction was spontaneous.  At the Narandia H&FWC a male service
provider took the history while the female service provider did the examination.  It was found
that in some cases the history did not match the examination findings.  It was observed that
the client did not mention all symptoms to the male provider.  In some cases, even with
female service providers, there was some miss-match between the history and the
examination findings.  This was either because the provider had not successfully elicited the
accurate history or the client had not presented her problem properly.

Infection Prevention

All of the providers knew how to make the decontamination solution (5 percent chlorine
solution) and how to dip the instruments into the solution.  The ayah also knew how to clean
the instruments.  The providers were more comfortable with sterilizing the instruments by
boiling than with autoclaving.  After the intervention, all of the providers could successfully
carry out the infection prevention steps.

Examination

The examination included palpation of lower abdomen for tenderness and inspection of
genital area (without instruments) for discoloration, inflammation, swelling, nodules, ulcers
and discharge.  All of the clients were examined for lower abdomen and genital area.

Speculum Examination

Except the pregnancy cases, all of the clients were examined with a speculum.  This allowed
the service provider to check the
condition of the cervix, the origin of
the discharge, its color, and odor,
and whether the discharge was
profuse, scanty or moderate.  With
the help of the speculum the service
providers examined 98 percent of
the clients for existence of the
discharge; 96 percent for the color
of the discharge; 95 percent for the

amount; and 93 percent for the odor of the discharge.  The provider examined the condition
of the cervix for 95 percent of the clients.  Approximately 89 percent of the clients were
examined for all the five elements (Table 4.3).

Bimanual Examination

Bimanual examination was done for cervical motion and tenderness, fornix tenderness and
adhesion, and Bartholin gland tenderness.  Except pregnancy cases, all of the clients were
examined for the above elements of bimanual examination.

Diagnosis and Treatment

Table 4.4 shows the extent to which the providers treat the clients appropriately.  The
treatment regime was considered correct if it followed the standard one suggested in
syndromic management manual.  Of the 13 who came with yellow cervical discharge and

Table 4.3
Percent Distribution of Clients for Whom Speculum was

Used by Purpose of Examination

Purpose of examination Percent
Existence of discharge 98.3
Color of discharge 96.0
Amount of discharge 95.5
Odor of discharge 92.6
Condition of the cervix 94.9
All of the above elements examined 88.6
N 176
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reporting that their partner had urethral discharge or genital ulcer (Table 5.3), none were
given treatment for both gonorrhoea and chlamydia. Six of the 13 (46 %), however, were
given the full course required for the treatment of either gonorrhoea or chlamydia.  The
situation was much better for trichomoniasis or bacterial vaginosis, and candidiasis.  In case
of trichomoniasis and bacterial vaginosis, the clients who came with watery, smelly
discharge; or frothy, smelly discharge; or profuse, watery, smelly discharge; or profuse,
frothy, smelly discharge was considered for trichomoniasis and bacterial vaginosis treatment.
It was found that in 77 percent (10/13) of the cases of trichomoniasis and bacterial vaginosis,
providers treated the condition correctly.  Twenty five percent (44 clients) of the clients had
none of the above symptoms (Table 4.4).

Some of the clients had other
infections like ulcer, lower
abdominal pain and itching along
with the above symptoms.  These
clients were prescribed or
provided with additional
medicines along with those
prescribed for their main

symptoms.  These additional medicines were metronidazole, gentian violet and nystatin
which are available in the H&FWC pharmacy.  Metronidazole was used in 11 (85 %) of the
13 cases of symptoms of gonorrhoea and chlamydia.  Generally, the providers provided
available medicine from the H&FWC pharmacy and prescribed an antibiotic from outside
(buy from the market).

It was observed that with these limited supply of drugs (metronidazole, gentian violet and
nystatin), the providers were trying to treat RTI/STDs cases.  This implied that the treatment
was not specific in all the cases.  Providing medicine available at the H&FWC pharmacy
became part of the service providers’ habit.  It was thus, more comfortable for them to
prescribe only those medicines they could provide.  It was learned that if the provider
counseled the client about the severity of the disease and the medicine available at the
H&FWC was not appropriate for that disease, they were willing to buy the medicine from the
market.

Type of Counseling Provided

The service providers counseled approximately 96 percent of the clients.  More than two-
thirds of the clients had received counseling on personal hygiene, more than half on

compliance of medicine and
follow-up checkup.  Regarding
partner management, about half of
the clients had received counseling
on condom use and 11 percent on
partners’ treatment.  In connection
to the appropriateness of
counseling, it was found that two
percent who had received
counseling on personal hygiene,

ten percent who had received counseling on condom use and five percent on partner’s
treatment--which was not required.

Table 4.4
Diagnosis and Treatment of Diseases

Diagnosis Percent received correct treatment N
Gonorrhoea & Chlamydia 46.2 13
Trichomoniasis &
Bacterial Vaginosis

77.0 13

Candidiasis 82.3 113
N 176
Multiple responses were possible

Table 4.5
Percent Distribution of Clients by Type of Counseling Provided

Elements of Counseling Percent
Wash genitalia with warm saline water 70.0
Use clean, dry cloth for menstrual protection 66.5
Complete full course of medicine even if symptoms
disappear

52.9

Use condom until cured 49.4
Come back for follow-up checkup after 3/7 days 59.4
Use vaginal suppository, following instructions carefully 34.1
Both partners have to take medicine at the same time 11.2
N 170
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Partner Management

Partner management was done in one of three ways, and in combination with counseling.
The three ways included 1) providing medicine for the partner, 2) prescribing medicine for
the partner and 3) advising the client to bring the partner to the clinic.

Re-infection

The program did not have the opportunity to follow-up the cases at the community level.
Therefore, one cannot be certain about the compliance of the prescription and medical advice.
In fact, the compliance might have been high because a very small number of re-infected
clients (7 clients) came for treatment during the project period.

Referral Mechanism

The other aspect of the intervention was the referral system, which worked satisfactorily.
During the referral process, the clients were given the choice as to where they preferred to go.
All of the six referred clients expressed their preference in going to the MCWC.  Of the six
referred clients, five went to seek help from the referral centers.

Assigned Day for RTI/STD Service Provision

The clients who recognized their RTI/STD symptoms were attending H&FWC on the
assigned day of the week for RTI/STD services.  But the providers were also getting
RTI/STD symptoms in other clients who came for antenatal, postnatal and FP services.  Thus,
every day RTI/STD services were provided.



37

CHAPTER 5

Client Profile

BACKGROUND CHARACTERISTICS OF THE CLIENTS

One-hundred-and-seventy-six clients were provided RTI/STD services at Elenga and
Narandia.  Among the total 176 clients, 98
percent were married and two percent were
unmarried adolescents.  Among the married
women, 91 percent lived with their husbands.

Only three percent of the clients were under
the age of 20.  Twenty-three percent were over
the age of 35.  Fifty percent of the clients were
between the age of 25-29.  The mean and
median ages of the clients were 27 and 28
respectively.  Half of the clients were illiterate,
31 percent had completed primary education.
Ninety-four percent of the clients were
housewives.

The background characteristic of their
husbands was also collected.  Forty seven
percent were illiterate, 18 percent completed
the primary education, 25 percent had
completed secondary, and nine percent studied
secondary-level and above.  Regarding
occupation, 36 percent engaged in agricultural
work, 33 percent were in business, 18 percent
were in service and 13 percent engaged in
transport sector (Table 5.1).

REPORTED SYMPTOMS OF RTI/STD PROBLEMS

Ninety-nine percent of the clients reported that the purpose of their visit was for abnormal
vaginal discharge; 84 percent was for lower abdominal pain; 63 percent for pain in passing

urine; 56 percent for vaginal itching and 52
percent pain during coitus.  About one-fourth
of the clients had come for vaginal ulcer,
while about 11 percent for genital ulcer.
Fifteen percent of the clients also reported that
they came for the treatment of heavy bleeding
(Table 5.2).  The clients were asked where
they usually went for treatment of such
symptoms.  Of the 176 cases, only 69 had
previously sought treatment.  Among the 69,
35 percent usually went to doctors, 23 percent

Table 5.1
Background Characteristic of the Clients

Category Percent
Age
>20
20-24
25-29
30-34
35+
Total
Mean
Median

3.0
21.3
30.8
21.9
23.0
100.0
27.0
28.0

N 169
Education
Illiterate
Completed primary
Primary and above
Total

51.2
31.0
17.8
100.0

N 174
Husband’s Education
Illiterate
Completed primary
Completed secondary
Secondary and above
Total

47.3
17.8
25.4
9.5

100.0
N 169
Husband’s Occupation
Agriculture
Business
Service
Transport worker
Total

35.8
33.3
18.2
12.7
100.0

N 165

Table 5.2
Distribution of Clients by Reported RTI/STD Symptom

Symptoms Percent

Abnormal vaginal discharge 99.4
Lower abdominal pain 84.0
Pain passing urine 62.8
Vaginal itching 56.0
Pain during coitus 52.3
Vaginal ulcer 24.0
Heavy bleeding 15.4
Genital ulcer 10.8
N 176
Multiple responses were possible
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FWV, 20 percent to a polly chikitsak (village doctor), 16 percent to traditional healers and
seven percent to a homeopath practitioner.

PREVALENCE OF REPRODUCTIVE HEALTH PROBLEMS

After speculum examination, it was found that 98 percent of the clients had abnormal vaginal
discharge: 83 percent had vaginal
discharge and 15 percent had cervical
discharge.  No urethral discharge case was
found.  Discharge was curd-like in nearly
two-thirds of the cases.  Watery and
yellow discharge made up 15 percent of
the cases, while frothy discharge was
found in only two percent of the cases.
With regard to extent of discharge--more
than half of the cases had moderate
discharge; 40 percent were profuse and
five percent had scanty discharge.  The
odor of the discharge was also diagnosed.
Nearly two-thirds of the cases had foul
smelling discharge, while another one-
third had discharge without a noticeable
smell.  The providers also diagnosed the
condition of the cervix and any kind of
ulceration.  It was found that the condition
of the cervix was abnormal in 11 percent
of the cases.  Among the abnormalities 80
percent had unhealthy cervix (Table 5.3).

Two-thirds of the clients had lower
abdominal pain.  It was also found that
lower abdominal pain increase with age.
Of the 13 cases with symptoms of
gonorrhoea and chamydia, nine had lower
abdominal pain and six had cervicitis.  Of
the 13 cases with symptoms of
trichomoniasis and bacterial vaginosis,
seven had cervicitis and 11 had lower
abdominal pain.

Current contraceptive use among the
clients was also recorded.  Nearly two-
thirds of the clients were using FP
methods.  Of them, 53 percent oral pill, 13
percent tubectomy and injection, 11
percent IUD, six percent condom; three
percent of the clients’ husband were
vasetomized and only one client was
practicing a traditional method.

Table 5.3
Percent Distribution of Clients by Indications of

Reproductive Health Problems

Problems Percent
Lower abdomen pain
Yes
No
Total

66.5
33.5
100.0

N 161
Abnormal vaginal discharge
Vaginal
Cervical
None
No information
Total

82.9
14.8
0.6
1.7

100.0
N 176
Color of the discharge
Watery
Curd like white
Yellow
Frothy
No information
Total

15.1
65.7
15.1
1.7
2.4

100.0
N 172
Amount of discharge
Scanty
Moderate
Profuse
No information
Total

4.6
52.3
40.1
3.0

100.0
N 172
Odor of discharge
Normal
Foul smell
No information
Total

33.1
61.0
5.9

100.0.
N 172
Condition of cervix
Normal
Abnormal
No information
Total

83.5
11.4
5.1
100

N 176
Abnormality
Reddish
Erosion
Old tear
Total

15.0
80.0
5.0

100.0
N 20
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CHAPTER 6

Lessons Learned and Policy Recommendations

LESSONS LEARNED

• Service providers welcomed hands-on training
• Resource persons for hands-on training could be mobilized from within the existing

service delivery system
• Timely and adequate supplies could be arranged from within the existing system
• A specific day of the week for RTI/STD services is practical
• Rearrangement of the service providers’ room and client flow management ensured

privacy
• Clients did not mind waiting for longer period for quality services
• More than one female service provider (FWV) at each H&FWC is required for RTI/STD

services
• Due to increased client flow, the program is suffering from a shortage of essential

supplies
• Refresher training for the service providers is necessary

POLICY RECOMMENDATIONS

• Strengthening of RTI/STD services should be phased in, starting from the upgraded
H&FWCs

• Supply of essential materials, such as kerosene, cotton, gloves, bleaching powder and
detergent should be increased

• Allotment and utilization of rooms at the H&FWCs should be reconsidered (for example,
OT could be used for examination)

• The provision of drugs for RTI/STDs should be revised to reflect the potential increase of
clients

• MOs posted at the H&FWCs should be present on the RTI/STD service delivery day to
minimize the necessity for referral to higher levels

• On the day designated for RTI/STD services, a ‘token system’ for the management of
client flow should be introduced

• FPCST team should be utilized as a training resource so that the service providers can
remain at the site

• Service providers’ training module should be revised, specially on the area of drug for
RTI/STD management

• Providers should be oriented on the rational use of medicine
• RTI/STD services could be provided to men by SACMOs
• Comprehensive RTI/STD services can be strengthened in the FP-MCH service delivery

system with the help of the following model:

A Comprehensive RTI/STD Service Delivery Model

• Assess the knowledge, attitude and practices of the service providers regarding
RTI/STDs.  Verify the facilities for RTI/STD services
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• Mobilize resource persons for hands-on training, and timely and an adequate logistics
supply from within the existing system

• Design an on-site interventions according to the center’s needs in a phased manner
• Orient the service providers on RTI/STD/HIV/AIDS and provide hands-on training for

infection prevention
• Provide hands-on training on how to greet the client and document each client’s profile;

how to elicit history relevant to their major complaint and other related problems
• Reorganize the service providers’ room (if needed) to ensure maximum privacy
• Serve the clients on a first-come-first-serve basis. Pregnant women, however should get

priority over others clients
• Establish a referral mechanism for complicated cases and provide training on appropriate

referral
• Assign one day each week for RTI/STD services
• Inform the community about the availability of services through FWAs
• Provide hands-on training for case management
• Prescribe necessary medicine for the client to buy from outside if appropriate drug is not

available in the service facility (prescribe medicine for both the client and the partner)
• Provide hands-on training on how to tailor counseling to be relevant to diseases

diagnosed and how to conduct follow-up visits
• Give a service provider at least three opportunities to render comprehensive RTI/STD

services in the presence of the trainer
• Arrange a refresher training course after four months of initial training
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Appendix 1

STRENGTHENING RTI/STD SERVICES IN H&FWCs

Checklist for the Observation of the Service delivery Process

1. Name of H&FWCs: Elenga 1
Narandia 2
Sahadevpur 3
Paikara 4

2. Thana: Khalihati
4. District: Tangail
5. Date of Observation:
6. Name of the observer  ________________

7. Did the service provider greet you?

Yes 1
No 2

8. What problems did you stated to the service provider?

Problems Yes No
A. Unusual vaginal discharge 1 2
B. Lower abdominal pain 1 2
C. Genital ulcer 1 2
D. Genital itching 1 2
E. Vaginal itching 1 2
F. Heavy bleeding 1 2
G. Burning sensation during micturation 1 2
H. Painful coitus 1 2
I. Warts in genitalia 1 2

9. Who took the history in relation to disease?
 Yes  No

A. SACMO  1  2
B. FWV  1  2
C. FWA  1  2
D. Aya  1  2
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10. What information did the service provider take and was it recorded and if so
where?

Information Took Recorded Where
Yes No Yes No

A. Name
B. Age
C. Address
D. Occupation of the client
E. Occupation of the spouse
F. Last menstrual period
G. Length of menstrual cycle
H. Amount of bleeding
I. Who did the last delivery
J. Place of last delivery
K. History of abortions/MR/D&C
L. Unusual vaginal discharge
M. Lower abdominal pain
N. Ulcer in genitalia
O. Itching in genitalia
P. Itching in vagina
Q. Burning sensation during micturation
R. Painful coitus
S. History of FP method use
T. History of dysentery
U. History of diabetes

11. Did the provider perform pelvic examination?

Yes 1
No 2

11_1. If yes, whether any instruments was used?

Yes 1
No 2

11_2.  If yes, how did she decontaminate the examination table before the pelvic
examination? (Tick what you observe. Multiple answer is possible)

Way of decontamination Yes No
A. Wipe with chlorine solution 1 2
B. Wipe with wet cloth 1 2
C. Wipe with soap water 1 2
D. Wipe with savlon 1 2
E. Changed sheet 1 2
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12. What did the service provider do after pelvic examination?

Management of RTI/STD Yes No
A. Told the clients about the diagnosis 1 2
B. Medicine given for client 1 2
C. Medicine given for partner 1 2
D. Prescribe medicine for partner 1 2
E. Referred 1 2
F. Counseled 1 2

12_1. If treatment was given, what type of medicine the provider gave for the following
symptoms?

 Treatment
 Metronidazole-----------1
 Antibiotic----------------2
 Anti fungal---------------3
 Anti spasmodic----------4
 Analgesic-----------------5
 Oral pill-------------------6
 Condom-------------------7

Symptoms
A. Unusual vaginal discharge
B. Lower abdominal pain
C. Genital ulcer
D. Genital itching
E. Vaginal itching
F. Heavy bleeding
G. Burning sensation during micturation
H. Painful coitus
I. Warts in genitalia

12_2. If counseling was done, what were the elements of counseling?

Elements of counseling Yes No
A. Informed the client about good personal hygiene 1 2
B. Informed the client about the doses of the medicine 1 2
C. Emphasis given on condom use/safe sex 1 2
D. Emphasis given on partner’s treatment 1 2
E. Provided Information on follow-up 1 2
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Appendix 9

CONTENTS OF DDS AND SATELLITE KIT

DDS kit Quantity Satellite kit Quantity
1. Ampicillin caps 250mg strips

pack/1000
 2   

2. Ampicillin oral susp.
125mg/5ml, box/25X100ml

 4  1. Ampicillin pwdw/oral susp.
125mg/5ml,  60ml

 50

3. Tetracycline HCL OPH OINT.
1% box/50X5g tubes

 1   

4. Chlorhexidine Conc. Soln. 20%
box/5X100ml

 1   

5. Salbutamol Tab 4mg 100  2   
6. Methylergometrine Tab 0.125mg

blst/strp pack/100
 1  2. Ferrous salt + folic acid Tab.

60+0.25mg 1000
 20

7. Ferrous salt + folic acid Tab.
60+0.25mg 1000

 5   

8. Metronidazole tab 400mg
box/4X1000

 1  3. Metronidazole tab 250mg 1000
 4. Metronidazole oral susp
200mg/5ml, 100ml

 4
 50

9. Paracetamol Tab 500mg 1000  2  5. Paracetamol Tab 500mg 1000  3
10. Paracetamol elixir 125mg/5ml,

box/25X60ml
 2  6. Paracetamol elixir 125mg/5ml,

box/25X60ml
 100

11. Sulfamethoxazole +
trimethoprim tab 400+ 80mg 500

 1  7. Sulfamethoxazole +
trimethoprim tab 400+ 80mg 500
 8. Sulfamethoxazole +
trimethoprim tab 100+ 20mg 100

 5
 5
 

12. Retinol caps high potency
200,000IU pack/100

 3   

13. Benzyl benzoate saponated conc.
Soln. 90% 1L

 1  9. Benzyl benzoate lotion 25% 1L
btl

 6

14. Chloramphenicol eye/ear drop
0.5% box/25X10ml

 2   

15. Hyoscine butyl bromide tab
10mg pack/100

 2   

16. Benzoic + salicylic acid
oint/cream 6% + 3% ½ kg

 2  10. Benzoic + salicylic acid
oint/cream 6% + 3% ½ kg

 1

17. Gentian violet pwdr 25g  1  11. Gentian violet pwdr 25g  1
18. Plaster adhesive zinc oxide

75mm X 5m roll
 3   

19. Envelopes for tablets
polyethylene pkt of 100

 10  12. Envelopes for tablets
polyethylene pkt / 10

 150

20. Albendazole tab 200mg
pack/100

 3   

21. Penicillin V  tab 250mg (strips)
pack/1000

 2   

22. Vitamin B complex tab pack/100 2
13. Mebendazole tab 100mg 100 15
14. Nystatin pessaries 100000 IU
pack of 15

30

15. Alum. Hydrox 405mg + magn.
Hydrox. 100mg pack/1000

1
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Appendix 10

CONTENTS OF NEW DDS KIT

Name of Medicine Quantity

1. Cap. Amoxycillin. 250 mg., blister/strip pack 1000 cap

2. Susp. Amoxycillin (Dry syrup) 125 mg/5ml, 100 ml botl 50 botl

3. Tab. Salbutamol, 4 mg/Tab, strip/blister of 10 tabs. 50 tab.

4. Tab. Hyoscine Butyl Bromide, 10 mg strip/blister of 10
tabs.

10 strip/blister. (100 tabs)

5. Tab. Methyl Ergometrine, 0.125 mg/botl. of 30 tabs. 1 botl. (30 tab)

6. Ferrous salt 60 mg+Folic Acid 0.25 mg tab., 1000 tab. in
one container.

8 container (8000 tab)

7. Tab. Metronidazole, 400 mg/tab. 1000 tab. in one
container

1 container (1000 tab)

8. Tab. Paracetamol, 500 mg/tab. 1000 tab in one container 1 container (1000 tab)

9. Syp. Paracetamol, 125 mg/5 ml, botl of 60 ml 25 botl

10. Tab. Sulphamethoxazole+Trimethoprim, 400 mg + 80
mg, Pack of 100 tabs.

8 pack (800 tab.)

11. Tab. Sulphamethoxazole+Trimethoprim, 100 mg+20 mg,
Pack of 100 tab.

10 pack (1000 tab.)

12. Benzyl Benzoate. Saponated Conc. soln, 90%, 1000 ml
in one container

2 container

13. Gentian Violet Powder, 25 G/bottle 1 bottle

14. Tab. Chlorpheniramine Maleate, 4 mg/tab, 100 tab/pack 3 pack (300 tab)

15. Benzoic Acid+Salicylic Acid Oint. 6% + 3% Pks of 500
G in one container. 1 container

1 container

16. Tab. Albendazole, 400 mg/tab, 100 tab./botl 2 botl. (200 tab.)

17. Tab./Cap. Vitamin B complex (Thiamine Hcl=5mg,
Pyridoxine Hcl=2mg, Riboflavin=2mg and
Nicotinamide=20mg) 1000 in one container

1 (one) 1000 tabs.

18. Tab. Antacid, Al. Hydroxide 250mg+Mag. Hydroxide
400 mg/tab., blister/strip of 10 tabs.

100 strip / blister (1000 tab.)

19. Ointment-Neomycin/Bacitracin Eye/Ear 25 tubes

20. Envelope-Dispensing 10 cm/7 cm with flap made of 36
1bs KPM

800 pcs


